Introduction
The intrauterine fetal or antepartum death of second and third trimester, especially in pregnancies without any risk factor, is often unexpected and unexplained [1] [2] [3] . As per the definition by World Health Organization (WHO), stillbirth or fetal death is death prior to the complete expulsion or extraction from its mother of a product of conception, irrespective of the duration of pregnancy; the death is indicated by the fact that after such separation the fetus does not breathe or show any other sign of life, such as beating of the heart, pulsation of the umbilical cord or definite movement of voluntary muscles [4] . In developed countries, where interventions have largely eliminated excess early neonatal mortality, over six out of 10 perinatal deaths are stillbirths [5] . There are many references to unexpected fetal deaths related to placental dysfunction or to umbilical cord cause [6] [7] [8] . Placental bed pathology involves inadequate spiral artery pathology or both leading to maternal vascular under perfusion [6, 9, 10] . It involves as well abnormalities in the parenchyma that are reflected in the weight of the placenta, placental hypoplasia and many other dysfunctions like placental infection and abnormal development of placenta villous [6, 10, 11] . There are currently at least 32 classification systems of stillbirth, many of which have been developed for different purposes [12, 13] . They have different categories of classifying causes. In the new ones TULIP-Relevant Condition at Death (RECODE-UK) placenta and umbilical cord pathology consist the most common cause of fetal death [9] . Many other classification systems have no mention on the placenta and therefore the largest group of fetal death remains nonspecific [6, 7, 14] . Antepartum death can be divided by gestational age into early (20-28 weeks) or late deaths (more than 28 weeks) or into the second and third trimester. At the same time, a conventional autopsy is considered the diagnostic gold standard, because it can confirm or augment antemortem findings, fulfill the need for placental information, assist with future planning as well as provide answers about what had happened [3, 15, 16] . The aim of this retrospective study is to estimate the placental cause of intrauterine death in relation to different gestational ages. It is important to note that no other study with this time duration, parameters, and a large population has ever been released in Greece [17, 18] .
Materials And Methods
The purpose was to study the dysfunctions of the placenta and umbilical cord in all antepartum deaths after the second trimester in Aretaieio University Hospital of Athens from 1998 to 2012. The study was a population-based registry study. We excluded stillbirths less than second trimester (20 weeks) of gestation and therapeutic abortions-terminated pregnancies. Any additional births that lacked information on the placenta and umbilical cord autopsy were also excluded. As a result, we included 19,283 births. Gestational age was calculated from the last menstrual period as well as with the three-trimester system. In few cases of 1990s that the gestational age was not provided, we used the Crown-Rump Length (CRL) to calculate the gestational week. It is however unlikely that change in the estimation of gestational length has significantly biased our results because gestational age was defined mainly as three trimesters. Among the cases, we included 49 multiple/twin pregnancies (47 twins and two triplets) of at least one death of the embryo. The clinical history was documented on admission at delivery. Conditions thought to be associated with the intrauterine fetal death were recorded. The autopsy and placenta and umbilical cord examination were performed by the same laboratory in Aretaieio University Hospital. Quantitative variables were expressed as mean values (SD), while qualitative variables were expressed as absolute and relative frequencies. For the comparisons of proportions, chi-square and Fisher's exact tests were computed. Analysis of variance (ANOVA) was used for the comparison of mean values. Rates of embryonic death per 1000 ongoing pregnancies were calculated in the total sample and by year of delivery. Relative risks of embryonic death and their 95% confidence intervals were calculated for each time period, with 1998-2002 as the reference period. Statistical significance was set at p < 0.05 and analyses were conducted using SPSS statistical software version 22.0 (IBM Corp., Armonk, NY).
Results
A total of 19,283 pregnancies in Aretaieio University Hospital of Athens from 1998 to 2012 were included in the study. In the study period, 431 embryonic deaths (23.9%) occurred. Characteristics of the embryonic deaths, pregnancies and mother's demographics are presented in Table 1 . The majority of the embryonic deaths occurred between 20th and 27th week of gestation (46.0%). The mean age of the mother was 31.7 years (SD = 5.3). Among the deaths, 239 were males (51.8%). Most losses occurred in the second trimester (81.6%). Congenital embryonic anomalies were present in 3% of the cases and embryonic vascular disorders in 1.5% of the cases. Diabetes was recorded in 3.5% of the pregnancies. In 38 cases (8.2%) in vitro fertilization (IVF) was performed as it can be seen in Table 1 . Table 2 shows the results of placenta examination associated with embryonic deaths. The mean placental weight was 214.7 gr (SD = 119.8) and the mean placenta diameter was 13.1 cm (SD = 4.0). Vascular disorders were recorded in 38.6% of the samples and inflammatory disorders in 35.6% of the samples. Functionalstructural disorders were present in 28.0% of the placentas and abruption in 13.7% of them. As it can be seen in Figure 1 the most common placenta of multiple pregnancies of at least one stillbirth was a monocular one. Results from placenta and umbilical cord examination according to the time period and gestational week are presented in Table 3 . Inflammatory disorders of the placenta decreased significantly as the gestational week increases. As expected, both the weight and diameter of the placenta increased along with the increase of gestational week and the same result was found for the length and diameter of the umbilical cord. The diameter of the placenta and proportion of IVF also increased by the three time periods. Tourniquet was more frequent in greater gestational weeks. Also, the proportion of mixed and pregnancy diseases was lower in cases with gestational weeks fewer than 20. Table  4 shows results from umbilical cord examination. The mean umbilical cord length was 21 cm (SD = 14.7) and the mean umbilical cord diameter was 0.84 cm (SD = 0.32). Vascular disorders were recorded in 6.3% of the umbilical cord samples and inflammatory disorders in 13.9%. Tourniquet was found in 4.8% of the umbilical cords. The single umbilical artery was recorded in 5.4% of the samples. As it can be seen in Table 5 , increased rates of gestational diabetes were found in cases where the single umbilical artery was found (28% vs. 2.1%, p < 0.001). Furthermore, Table 11 shows that deposition of fibrin was significantly associated with the presence of occlusion-intervillous hematomas-thrombi (100% vs. 0.7%, p < 0.001) and vascular dysfunctions (100% vs. 30.5%, p < 0.001). 
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Discussion
There are intensified demands on medical, political and epidemiological grounds for proper determination and classification of cause of antepartum deaths [19, 20] . Findings from this study confirm the necessity [16] of the microscopic examination of the placenta and umbilical cord for the purpose of parents counseling and prevention and for the comparison of health care nationally and internationally. Our findings agree with other published reports [16, 21, 22] that the majority of stillbirths occurred in the second trimester. This illustrates the vital role of the placenta [23] and umbilical cord for the optimal fetal development [23] [24] [25] . The slight predominance of stillbirths concerned male embryo and the mean maternal age was 31.7 years. Previous studies have shown that chromosomal abnormality rate was significantly higher in male miscarriages [26] . So, these results raise multiple questions for future research whether those chromosomal abnormalities could be related with the placenta or umbilical dysfunctions. The major frequent histologic abnormalities were those indicated by placental vascular insufficiency in accordance with previous studies [8, 10, 16] . The second significant placenta dysfunction was found in the inflammatory disorders. Other abnormalities such as large infractions, functional-structural disorders, and placenta abruption were also studied. They were not approved of sufficient significance to this study. In addition, we noticed that the majority of multiple pregnancies which had at least one stillbirth had a monocular placenta as it can be seen in Figure 1 . The umbilical cord has been examined [27] and studied in placenta autopsies. In our study, we found that inflammatory disorder was the most common umbilical cord dysfunction in antepartum deaths. The vascular disorders were present only at 6.3%. Meanwhile, the eccentric adhesion of umbilical cord was found in most cases. This is rather due to the fact that the low and hymenus adhesion is rare than to the fact that the eccentric adhesion itself is importantly related to fetal deaths. In opposite to placenta cause, the wrapping of the umbilical cord was more frequent in the third-trimester (p < 0.001) which was expected since the length of the umbilical cord is increased in the third trimester [28] . We noticed that only 5.4% of the cases had a single umbilical artery as it can be seen in Table 4 . Therefore, we suggest that neither the adhesion of umbilical cord nor the single umbilical artery had any special role in antepartum deaths. In agreement with other studies, we proved that the rates of gestational diabetes were significantly higher in cases with single umbilical artery (p < 0.001) as well as the congenital anomalies (p < 0.001) [29] . Finally, our results corroborate studies showing steady declines in antepartum deaths [30] but contrast with some studies that have shown stagnating or increasing stillbirth rates. The stillbirth declined at all gestational age which reflects changes in screening policies. Nowadays we have a better postnatal management of certain anomalies such as congenital heart defects. Early termination for lethal anomalies is also permitted and is not included in stillbirths. Therefore, there is a significant decline in stillbirths at all gestational age.
Conclusions
The ability to predict and prevent stillbirth remains poor, as most stillbirths occur in women who are deemed to be at "low risk" of pregnancy complications. To reduce the fetal death rate, we need to gain more insight into the placenta causes and umbilical cord dysfunctions. This will give us the opportunity to reduce the morbidity and mortality in the setting of the placenta and umbilical cord. Obstetrical specialists should continue to carry a high index of suspicion in patients, especially in the second trimester. They have to insist on the autopsy of the placenta and umbilical cord as it remains the gold standard method in understanding the cause of an antepartum death. Through this procedure, they will gain the appropriate information for the best counseling of the parents and for planning any future childbearing.
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